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Introduction   
 
Developmental defects of tooth enamel are not uncommon, both in the primary and 
permanent dentition. The causes of developmental enamel defects may be congenital, 
acquired or unknown. An example of idiopathic enamel defect is Molar Incisor 
Hypomineralization (MIH)[1]. Weerheijm et al (2001) defined the condition as a 
hypomineralization of systemic origin of one to four permanent first molars frequently 
associated with affected incisors and suggested the name Molar Incisor 
Hypomineralization (MIH) for it[2]. The prevalence of MIH is reported to vary between 
2.4 and 40.2% in normal child populations (Jälevik B et al) [3].  
 
CASE REPORT- Ten year old patient with no significant medical history or allergies 
presented to the Department of Pediatric Dentistry with a complaint of sensitivity to 
cold in upper and lower left back regions of jaws from the last one month.  
CLINICAL PRESENTATION- The patient presented with yellowish brown discoloration 
of the surface enamel in 16, 21, 26 and 36. The defective enamel was yellow-brown in 
color, of normal thickness and had a distinct boundary adjacent to normal enamel. The 
enamel of affected molars looked soft and porous. Chipping off of the fragile enamel 
was observed with exposure of the underlying dentin. Caries had ensued in 26 and 36. 
Mandibular right molar, Maxillary incisors except maxillary left central incisor and  
mandibular incisors were not involved. Patient had fair oral hygiene with isolated 
grade I plaque and calculus deposits. Patient also had Ellis class 1 fracture with respect 
to 11. 
Detailed history was taken from the patient and his parents. The history revealed a 
positive history of a systemic ailment in the first year of the patient’s life the nature of 
which was not specifically remembered by the parents.   
Diagnosis of Molar Incisor Hypomineralization affecting 16, 26 and 36 was made 
(Table 1).  
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Abstract      
                         
Developmental defects of tooth enamel are not uncommon, both in the primary and 
permanent dentition. An example of idiopathic enamel defect is Molar Incisor 
Hypomineralization (MIH). It is defined as  the  condition  with  hypomineralization of systemic  
origin of one to four permanent first molars frequently associated with affected incisors. The 
prevalence of MIH is reported to vary between 2.4 and 40.2% in normal child populations. 
Management consists of early diagnosis, prevention of caries or post eruptive breakdown and 
interception if caries or breakdown has already ensued. Management challenges include 
difficulty in obtaining adequate anesthesia, increased incidence of caries, early pulpal 
involvement and gross destruction of clinical crown of affected teeth. In young permanent 
teeth, semi-permanent crowns like stainless steel crowns for posterior teeth and direct 
composite veneering for anterior teeth are the recommended solutions.   
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Table- 1: Weeirheijm’s clinical criteria for diagnosis of 
MIH[7] 
1. Demarcated opacities with a diameter exceeding 2 mm. 
2. Post eruptive breakdown as a result of masticatory 
forces on fragile enamel. 
3. Atypical restorations involving the cuspal or incisal 
third of the crowns. 
4. Extraction of one or more young permanent first molars 
due to non restorable breakdown of the teeth. 
Difference between MIH and hypoplasia is 
clinically difficult to discern. In cases of hypoplasia, the 
borders of the normal enamel are mostly smooth, while 
in MIH molars, where the enamel matrix is initially 
formed to its normal shape, the borders of the normal 
enamel are irregular after posteruptive enamel loss.  
Treatment was started with complete oral 
prophylaxis of the patient and instructions for 
maintenance of oral hygiene on the first appointment. 
Patient was recalled after 1 week, improvement in oral 
hygiene status was assessed clinically. Intraoral periapical 
views of 16, 26 and 36 were taken. Radiographic 
assessment showed caries involving enamel and partial 
thickness of dentin in 26 and 36. Pit and fissure sealants 
were placed on 16 and 46. Stainless steel crown 
placement was planned for the caries affected molars i.e. 
26 and 36. The parents were informed about the 
treatment plan, its advantages and semi permanence. 
Alginate impressions were taken of both the arches and 
study model casts were poured for the purpose of 
selection of size of the stainless steel crowns. Preformed 
stainless steel crowns (by 3 M ESPE) of size- 5 were 
selected for both the teeth. The patient was recalled after 
two days. Under adequate local anesthesia, caries was 
removed using a round carbide bur in a high speed hand 
piece and restored with nano-filled posterior composite 
resin. Crown preparation was done for 26 and 36 
followed by stainless steel crown placement. Patient’s 
occlusion was checked for any discrepancy. Direct 
composite veneering was done on the labial surface of 
21 with a minimal preparation not exceeding the 
thickness of enamel. The fractured incisal edge of 11 was 
built with composite resin as well after confirming the 
positive vitality status of the tooth. The patient was kept 
on regular recall for evaluation of the pit and fissure 
sealants and also development of any caries on the 
affected 16. (Fig 1-7) 
DISCUSSION- The patient presented with Molar Incisor 
Hypomineralization (acquired dental dysplasia) and the 
medical history revealed a systemic ailment in the first 
year of life which thereby supported the diagnosis. As 
the permanent first molar commences mineralization 
soon after birth, a persistent systemic derangement 
postnatally may affect enamel mineralization[4]. 
Management consists of early diagnosis, prevention of 
caries or post eruptive breakdown and interception if 
caries or breakdown has already  ensued.  Factors  to  be 
 
 
 
Figure 1: Intra oral view showing a mixed dentition with 
affected maxillary first permanent molars having a mottled 
cheese appearance 
 
 
 
Figure 2: Intra oral view showing a mixed dentition with 
affected permanent left maxillary central incisor showing a 
well demarcated marked opacity 
 
 
 
 
Figure 3: Intra oral view showing a mixed dentition with 
affected mandibular left first permanent molar 
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Figure 4: Intra oral view showing maxillary left first 
permanent molar after preparation for stainless steel crown 
 
 
 
 
 
Figure 5: Intra oral view showing maxillary left first  
permanent molar with stainless steel crown in place 
 
 
 
 
Figure 6: Intra oral view showing stainless steel crowns in 
place for left maxillary and mandibular first permanent 
molars. 
 
Figure 7- Intra oral view showing direst composite veneering 
to mask the opacity present on labial surface of left 
maxillary central incisor. 
 
 
considered before starting any treatment procedure for 
the affected teeth are: age of the patient, oral hygiene 
status, the extent of the defective enamel, the quality of 
both defective enamel and the unaffected parts of the 
tooth and the presence of sensitivity[5].  
For molars with extensive defects especially where there 
is significant cuspal involvement, preformed 
metal/stainless steel crowns (SSC) often provide an 
expedient and effective medium term solution. 
Preformed metal crowns (PMC) have been used for many 
years to cover molars with defective enamel and they are 
still recommended as a treatment option for MIH 
afflicted posterior teeth [Fayle, 2003; William et al., 2006; 
AAPD, 2008]. They prevent further tooth loss, control 
sensitivity, establish correct interproximal and proper 
occlusal contacts, are not costly and require little time to 
prepare and insert. Kotsanos et al. reported that no 
replacement was needed for PMC placed on 24 molars 
with MIH, for a period of 3-5 years. Zagdwon et al. 
reported good success rate with only one failure of 19 
PMCs placed over a 2 year-period; they also found that 
there were no significant differences between the 
longevity and success rates for PMC and cast adhesive 
copings (nickel chrome alloy). Adhesive cast copings 
conserved more tooth tissue but were more technique 
sensitive and time consuming; more so in young children 
as there are short clinical crowns, large pulps and a 
child’s cooperation might be questionable [William et al., 
2006][6]. Hence, preformed stainless steel crowns were 
selected as the prosthesis of choice for 26 and 36. 
For the opaque defects on 21, direct composite 
veneering was preferred as ultrastructurally, opaque 
defects on anterior teeth usually extend through the full 
thickness of enamel, from the surface or sub-surface 
down to the dentinoenamel junction (DEJ). 
For this reason, acid/pumice microabrasion techniques 
tend to produce little improvement when used alone. 
Direct composite veneering with or without preparation 
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offers the most reliable medium term way of improving 
esthetics of these teeth.  
 
Conclusion- For children with repeated illnesses in the 
first years after birth and children with opacities on 
erupted molars or incisors it is strongly suggested that it 
is useful to increase the frequency of dental check-ups 
during the period of erupting first permanent molars. 
Whilst many potential approaches exist for the 
restorative management of molar incisor 
hypomineralization, few are yet supported by good 
quality clinical research data. Stainless steel crowns have 
been recommended as the prosthesis of choice in MIH 
afflicted posterior teeth in majority of the literature 
available. 
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